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increase (11.5%) was seen in Edinburgh and the largest
decrease (5.5%) in Aberdeen.
Because maternal age has increased, from a mean
of 26 in 1990 to 29 in 1998,5 we corrected for this vari›
able. Breastfeeding rates were calculated in one year
steps of maternal age for 1997›8. The maternal age
distribution for 1990›1 was taken from the annual
report of the registrar general, and breastfeeding rates
for maternal age for 1997›8 were substituted into the
maternal age distribution for 1990›1. The breastfeed›
ing rate for Scotland would have been 39.4% in 1997›8
if the maternal age distribution had been the same as
in 1990›1. Therefore, 2.6% of the observed 6.4% rise in
breast feeding can be explained by increase in
maternal age.
Comment
In the eight years from 1990›1 to 1997›8, the
breastfeeding rate in Scotland has increased by 6.4%
from 35.6% to 42.0% at 7 days of age. Some of this
increase (estimate 2.6%) may be due to an increase in
maternal age. Maternity units and health boards
should be congratulated on their achievements and
encouraged to increase support for breast feeding.
Some areas had a large increase, and two areas—
Aberdeen and Shetland—showed a decrease. A more
detailed analysis by maternity unit, documenting
attempts to promote breast feeding, such as participa›
tion in the Baby Friendly Hospital Initiative, may allow
the effectiveness of health promotion campaigns to
be assessed.
The target of 50% breast feeding at 6 weeks of age
by 2005 will not be met unless further health
promotion measures are implemented quickly.2 The
breastfeeding rate dropped by 10% between 7 days and
6 weeks of age in Scotland in 1995,4 and it seems
unlikely that the breastfeeding rate at 7 days will reach
50% in the eight years from 1998 to the end of 2005; at
its present rate of change, without further change in
maternal age, it will reach only 45.8% (42.0% + (6.4%
– 2.6%)).
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Mortality relates to voting patterns within areas:
mortality is higher the greater the proportion of the
electorate who vote Labour or abstain and the
converse is the case with regard to the percentage of
the electorate who vote Conservative.1 This reflects the
socioeconomic characteristics of individuals who vote
for these parties, with Labour being identified with the
working class and the Conservatives with the middle
class. In the 1997 election, Labour was returned to
office after 18 years in opposition. The government has
released targets for reducing health inequalities and
made it clear that such a reduction is a principal policy
aim.2 These targets may be difficult to meet for two
reasons. Firstly, factors influencing inequalities in adult
health act from an early age onwards and may not
respond rapidly to social change3; secondly, there has
as yet been no reduction in social inequality (as
indexed by income inequality) under the Labour
government.4 Here we use premature mortality as an
indicator of which population groups have fared best
under the present government.
Methods and results
The mortality data are from the Office for National
Statistics’ digital records of all deaths in England and
Wales and the equivalent records from the General
Register Office for Scotland.1 The full postcode of the
usual residence of the deceased was used to assign each
death to one of the 641 parliamentary constituencies
to reflect where the deceased usually lived. The death
data were provided for single years. Standardised mor›
tality ratios and direct standardised mortality for the
age range 0›64 years were calculated using rates for
England and Wales.
Because there was no census at the end of the
1990s, population by age group and sex must be
estimated. The Office for National Statistics and the
General Register Office produced mid›year population
estimates for 1999 and earlier years at the local and
unitary authority district levels. To maintain a
geographical base consistent with previous studies of
Britain’s health gap, these district level estimates were
interpolated to the electoral ward level and then aggre›
gated to parliamentary constituencies. The interpola›
tion was based on population estimates for 1996,
which were available at electoral ward level, and was
carried out such that for each age›sex group W1999 =
W1996 + P1996 x (D1999 − D1996), where W and D are the
ward and district level population, P is the proportion
of D resident in W, and the subscript is the year. The
district level population for 1996›9 for each age›sex
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group is from the mid›year estimates of the Office for
National Statistics and the General Register Office.
The table shows the standardised mortality ratios
for two periods according to the percentage of the vote
for Labour in 1997. Standardised mortality ratios rose
by 0.8% reflecting the relatively smaller fall in mortality
in Scotland compared with that in England and Wales.
The absolute change in mortality nationally fell by
1.8% when mortality for all of Great Britain was
directly standardised by age and sex to the population
in England and Wales.
In absolute terms, mortality has improved for all
but one of the tenths, although mortality has tended to
improve most in areas with the fewest Labour voters.
However the absolute mortality of people living in the
tenth with the second highest percentage of Labour
voters has actually risen over this period. In relative
terms, mortality worsened in eight of the tenths, and it
worsened most in the areas with higher proportions of
Labour voters (with the exception of the tenth with the
highest percentage of Labour voters). The correlation
between the percentage of the Labour vote and
(directly age›sex standardised) absolute change in
mortality is 0.13 (P = 0.002). The equivalent correlation
with the change in standardised mortality ratio is also
0.13 (P = 0.001).
Comment
Labour’s slogan during the 1997 campaign was:
“Things can only get better.” We have shown that in
absolute terms things got better for most areas, but
improvement was smaller in areas with a higher
percentage of Labour voters. In relative terms things
got worse for people in constituencies in which a high
proportion of people voted Labour, while things got
better for people in constituencies where people
generally voted Conservative. This mirrors trends in
income inequality, which has increased throughout the
period of the Labour government4: the Gini coefficient
for the distribution of adjusted post›tax income
increased from 38 in 1997›8, to 39 in 1998›9, and 40 in
1999›2000.4 Where Labour has improved the life
chances of poorer people in Britain they have tended
to only just move these people above various “poverty
lines.”5 It is possible that this trend accounts for the
absolute rise in mortality for those younger than age
65 experienced by people living in the tenth with the
second highest percentage of Labour voters. Time, and
the continued monitoring of the performance of the
government through statistics, will tell.
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Standardised mortality ratios and change in these ratios for people aged 0›64 years by
percentage of Labour vote in 1997. Parliamentary constituencies were ranked by
percentage of Labour vote and divided into 10 equal population groups
Tenth
Labour vote
(% of all
1997 voters)
Standardised mortality ratio
Change
(%)
Change in
absolute
mortality (%)1995›6 1998›9
First 72 126 127 1.1 −2.2
Second 64 120 124 3.9 0.5
Third 59 113 115 2.3 −0.6
Fourth 55 108 110 2.1 −0.8
Fifth 51 103 105 2.0 −0.8
Sixth 46 97 98 0.3 −2.8
Seventh 39 89 89 0.7 −2.4
Eighth 30 85 85 0.6 −1.9
Ninth 22 81 81 −0.4 −3.4
Tenth 14 86 84 −2.0 −4.9
Great Britain* 44 101 101 0.8 −1.8
*Standardised mortality ratios for Great Britain are 101 because the rates used for standardisation are for
England and Wales and rates are higher in Scotland.
Not in front of the children
My father was Irish, from Cork, and came to Britain in the late
1940s. He kept in touch with events at home by way of a
subscription to a Cork local newspaper, the Cork Weekly Examiner.
Some of my earliest childhood memories are of him sitting in “his”
armchair on a Friday night catching up on events from home.
He particularly liked to read the obituary column. “Aud!” he
would call to my mother, whose name was Audrey, “Guess who’s
died?” It was always someone my mother might have met once on
her few visits to the Republic of Ireland, but she could never have
guessed. As we grew older, this catch phrase was heard more
often, reflecting the high cardiovascular death rate in Ireland. We
would tease him by mimicking the cry.
As the next generation ages, we find ourselves subconsciously
taking on the habits of our parents. These days, when reading the
BMJ, I turn first to the obituary column. Sometimes I am
reassured as I read the advanced ages to which some retired
general practitioners live. Other times I am shocked to see entries
for doctors in their 20s or, even more discomfortingly, of my own
age. Sometimes even names (and faces) from my own time at
medical school. However, I have always managed to resist the
temptation to call out “Sarah! Guess who’s died?”—at least when
the children are around.
Peter O’Donnell general practitioner, Sutton, Surrey
We welcome articles of up to 600 words on topics such as
A memorable patient, A paper that changed my practice,My most
unfortunate mistake, or any other piece conveying instruction,
pathos, or humour. If possible the article should be supplied on a
disk. Permission is needed from the patient or a relative if an
identifiable patient is referred to. We also welcome contributions
for “Endpieces,” consisting of quotations of up to 80 words (but
most are considerably shorter) from any source, ancient or
modern, which have appealed to the reader.
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